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We present a 41-year-old male who was admitted because of high arterial blood pressure and chest pain. The patient's risk factors were smoking, dyslipidemia and poorly controlled arterial hypertension. His 12-lead electrocardiogram on admission showed discrete ST-segment elevation and negative T-waves in anterior and lateral leads and Q-waves in inferior leads. Initial laboratory results revealed a slightly elevated troponin I, but other cardiac bio-markers were negative. Echocardiography showed marginally dilated left ventricle and left atrium, preserved global ejection fraction of left ventricle with regional wall motion abnormality involving apex and intraventricular septum. Coronary angiogram revealed a peculiar beaded-like appearance in middle segment of left anterior descending artery and similar finding in proximal segment of right coronary artery, but without angiographically evident stenosis. To further define the nature of the filling defects, an intravascular ultrasound (IVUS) was performed which showed dissection flaps with multiple false lumens involving middle left anterior descending artery (LAD) and proximal right coronary artery (RCA), a finding that indicates recanalized spontaneous coronary artery dissection. A successful percutaneous coronary intervention with drugeluting stents was done to the LAD and RCA with excellent angiographic result that was confirmed on repeated IVUS. The patient was discharged several days after the intervention with dual antiplatelet therapy, antihypertensive and antihyperlipidemic therapy. He was symptom-free and without any clinical sequelae in the follow-up.
Hereby, an IVUS helped us in confirming the filling defects to be recanalized spontaneous coronary artery dissections and also in assessing the length of the lesions and in deciding the correct size of the stents to adequately cover the diseased segments. Intravascular ultrasound imaging of recanalized spontaneous coronary artery dissection managed with percutaneous coronary intervention
